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I imagine that it is safe to say that the frequency with which you will encounter the word “gender” or “gender identity” — colloquially, in mass media, in 
clinical literature — has dramatically increased of late. When that happens, when previously uncommonly used terms proliferate rapidly across disciplines 
and media, as “gender” and “gender identity” have, you can bet that misunderstandings of the terms will soon be fueling controversy about them. This is no 
surprise: the more widely and frequently any term is used, the more likely it is for the occurrence of errors, or for the recruitment of the term for unintended 
or inappropriate purposes. It’s like a giant game of telephone. So I want to introduce what I have to say about gender dysphoria today, by defining “gender 
identity.” I am hoping to start fresh, so to speak, with a sense of what gender is, apart from the ways it has become entangled in cultural developments and 
controversies. I think a clear understanding of what gender and gender identity are, may go some distance toward establishing a best clinical approach to it. 
And I am concemed that the spread of a particular misunderstanding about what gender identity is, may be having significant negative consequences for 
clinical practice. 

So what is gender identity? This is from William Byne (2010), an expert in the field, chief editor of a journal that focuses on the health issues of minority 
communities, and an eminent researcher: “Gender identity refers to the persistent sense of belonging to a particular gender category. In the majority of cases, 
this reduces to one’s sense of belonging to the male gender category (comprising boys and men) or the female gender category (comprising girls and 
women). It is a sense of belonging.” In other words, gender identity is psychological, made up of expectations and self-perceptions. Gender does not exist 
in the body or in any bodily structure or process. This is in contrast to sex, which is determined exclusively by bodily data: genitals and chromosomes. 
Gender exists in the mind, happily or dysphorically. Gender identity, like many high level psychological phenomena such as attachment and affection, has 
no known specific, demarcated correlate in the nervous system. It is experienced by the individual and by observers of an individual, mentally, as a 
subjectivity. Gender is an opinion about oneself that others may learn by observation. To put it starkly: if a person is not moving, speaking or clothed, it is 
not possible to know its gender. But, if she acts like a female, which is to say, like our cultural notion of a female, her gender is female. The philosopher, 
Judith Butler (1990) has put this succinctly: gender is a performance. And I will add: a performance that signifies a psychological condition, an intrapsychic 
condition. My emphasis on the psychological nature of gender should not be taken to diminish the well-known power of gender to influence a person’s 
experience and behavior, as any state of mind can do. But I underline the psychological nature of gender because the recent use of physical interventions in 
response to gender dysphoria — hormones, surgery, alterations of secondary sex characteristics - may have subtly altered our sense of what gender is. Those 
physical procedures may or may not help a person’s unhappiness with their sex or their gender, but they do not directly affect their gender. They can’t, 
because as with any other aspect of identity, i.e. a person’s sense of him or her self, the person has ultimate power over it. This principle of the autonomy of 
identity, of the individual’s power over their own sense of themselves, applies to gender, and is fundamental to all psychotherapeutic work and human 
growth, 

So I ask you to keep in mind the purely psychological nature of gender and gender identity. I think the importance of this axiom will become plainer 
later, after I acquaint you with my intellectual and clinical journey into the treatment of gender dysphoria. To that I now turn. 

About nine years ago Jack Drescher, a psychiatrist and psychoanalyst, and William Byne, the neuroanatomist mentioned above, were editing a volume 
on the treatment protocols of various leading clinical groups around the world that were providing services to, trans and gender dysphoric kids. They wanted 
multi-disciplinary commentaries on these treatment protocols — from philosophy, anthropology and, among other disciplines, from psychoanalysis. They 
asked me to comment from the perspective of psychoanalysis, and since I have long been concerned with the ways that gender affects human psychology for 
better and for worse, and I believe deeply in the psychoanalytic approach to mental health treatment, I agreed. I read the protocols and as much as possible, 
using videos and other material on the internet, familiarized myself with what was going on in the community of children who identified as transgender or 
who complained of gender dysphoria. Coincidentally, I was treating an eighteen year-old young woman who identified as trans, in her words. I was 
disturbed, provoked and stimulated by all of the material — the protocols, all but one of which were enthusiastic about encouraging the use of hormones, 
puberty blockers and surgery to facilitate early transitioning of kids with gender trouble, the videos of the kids and their parents, which were intriguing and 
very ambiguous, (how to interpret filmed performances that were made to persuade and provoke) and sometimes by my patient. I wrote a paper which 
Teflected how troubling I found most of the treatment protocols to be. I was disturbed by what seemed to be a rush to surgical and pharmacological 
interventions with children and adolescents. I also noticed that in most of these treatment protocols, psychological treatment, i.e psychotherapy, was very 
much neglected. After much stimulating dialogue with the editors, my paper (Schwartz, 2012) was published in the anachronistically titled Journal of 
Homosexuality. So 1 looked forward to getting a free copy of the journal and thought that was the end of it. Who was going to read this, in the Journal of 
Homosexuality, of all places, I naively thought. I thought maybe some, trans activists would call to read me the riot act because I was critical of the use of 
cross-sex hormones and surgery. Was I ever wrong. Apparently my commentary was picked up by various blogs and I started getting phone calls and e- 


mails from literally all over the country; but not from, trans activists. Instead the calls came principally from parents of kids with gender trouble, and from 
therapists, These calls repeated a similar story: my kid thinks she’s a boy, or says she’s thinks she’s, trans and she read on the internet, or talked to a school 
counselor who told her yes, you’re probably trans, and so for her birthday she wants help getting T (testosterone) and a double mastectomy. Or, Someone 
gave us your paper or told us about it. Can you help us? With great reluctance (back then treating adolescents was not a specialty for me) I started to see the 
kids who lived nearby and their parents, and for some kids farther away, I used electronic media. What I seemed to have discovered, I suppose 
unsurprisingly, was that the treatment protocols on which I had commented in my article, which touted the value of hormones and surgery, were what 
parents of, trans kids were being offered as standard treatment much of the time. Clinics and some individual therapists, were describing themselves as 
“gender specialists,” performing assessments that varied widely, but could be quite brief, sometimes a single session, and then declaring that a given child 
was indeed “trans,” and urging parents to accept this and cooperate with the administration of hormones and plan on surgery. The parents who called me 
exhibited varying degrees of desperation. Apparently there wasn’t much out there to resonate with their understandable reluctance to sign on with these 
recommendations. (My own informal polling of colleagues tells me that the average therapist thinks of themselves as “not knowing much about this,” and 
are inclined to pass such patients on in one way or another.) The parents were often being encouraged to feel guilty for regarding these clinical suggestions 
with antipathy and dread. Their anxieties were often dismissed as“transphobia.” Frequently school psychologists and pediatricians were accepting a simple, 
but for parents, disturbing, narrative: if a kid says they’re, trans and they are not obviously psychotic,“affirm” it and they'll probably need surgery and 
hormones. Tell the parents that they have to adjust. These parents were very upset, had no place to turn, but knew, from what I had written, that I might 
present an alternative. 

For me, these calls were an opportunity to go beyond theory and have a direct window into the community of children and young adolescents with 
gender trouble and their parents — an opportunity to know some of them first-hand and to see how the ideas I’d written about played out in the lives of actual 
families. Actually put my money where my mouth had been. I was also struck by the terrible dilemma these parents were facing: they were being offered a 
prescription by putative experts for the welfare of their children that went against their deepest instincts. So that’s how I began this — but before telling you 
how it then went, I want to outline my central purpose for today. It is to make a few narrow, clinical points. They are narrow, first, in the sense of having to 
do exclusively with treatment: I am deliberately side-stepping any theoretical and political issues that the question of transgender experience in children 
raises. (For examples, what causes, trans phenomena, is it wrong to think of transgendered aspirations as pathological, and is there a “right” to hormones and 
surgery for those who want them?) Second, I am speaking only of children and adolescents, people whom we do not regard as capable of making treatment 
decisions for themselves, whom we consider to be at risk of suffering the consequences of poor judgments, judgments about themselves and about the 
world. We are their stewards, not their mouthpieces. We protect them and help them to grow, quite apart from their opinions, though not in disregard of 
them, Nothing I say today is meant to apply to adults. Adults are free to struggle with gender as they see fit whether that be in a radical manipulation of their 
bodies or simply in what they say. They are responsible for the consequences of their chosen methods of struggle, and for that, we must respect them, And 
perhaps I need to add, on the question of struggling with gender: nothing I say today should be construed as favoring gender conformity in either children or 
adults. (Later, I will take a strong position against certain interventions that some see as embodying gender flexibility. It is the specific interventions with 
children, not the flexibility, that I oppose.) Children are not free; we adults are responsible for the consequences of the choices they are allowed and 
encouraged to make, This may seem obvious, but as my story unfolds, and you hear the subtle ways that some would alter the appropriate asymmetry 
between adult and child freedoms, you may agree that it needs re-stating. 

A second sense in which my argument is narrow, is that its central clinical recommendation is offered in service to one apparently unambitious, but 
bedrock principle of all clinical practice: First, do no harm. I define “harm”as physical or mental damage, which I would elaborate slightly to include a 
diminishing of known functionality, A further word about the principle of “do no harm:” We will apply it best if we grasp this principle in its depth. To me, 
what lies behind the cryptic aphorism of do no harm, is an implicit injunction in favor of the humility that the limits of our knowledge mandates. We must 
be wary of the possibility of doing harm precisely because often, and especially often when we administer chemical agents, we don’t know the real 
consequences of what we are doing. Consider the possibility of harm, because chemicals can be powerful and without carefully controlled longitudinal 
studies, we really don’t know what we are instigating. To do no harm, enter an area of ignorance at a sharply reduced speed, with your hands in your pockets 
and your eyes open. And to do no harm, be frank with yourself and with your patient, with respect to what you know and don’t know, and what cannot be 
known. 

So my narrow purpose today is to persuade you that in the treatment of children and adolescents, no matter what the diagnosis, encouraging mastectomy, 
ovariectomy, uterine extirpation, penile disablement, tracheal shave, the prescription of hormones which are out of line with the genetic make-up of the 
child, or puberty blockers, are all clinical practices which run an unacceptably high risk of doing harm. I want to briefly highlight the use of puberty 
blockers, which I include in my list of high-risk treatments. Puberty blockers are pharmacological agents given to children that interfere with the action of 
testosterone and estrogen so that the emergence of secondary sex characteristics that usually accompanies the onset of puberty does not happen. Virtually all 
of those who promote physical interventions for gender dysphoric children point to the use of puberty blockers as a safe way for an uncertain child to have 
time to consider whether they want to go ahead with more irreversible procedures. They describe puberty blockers as providing a respite from the stress of 
puberty and a pause. This is mistaken on two counts: First, we do not have certainty about the harmful effects of puberty blockers as we do have for cross- 
sex hormone administration, because we do not have good longitudinal data on their effects in general. But we do know that puberty blockers adversely 
affect, bone density, can instigate excessive height and adversely affect fertility. (Mahfouda et al., 2017). It is false to say that we know them to be 
physiologically benign. And second, what about the psychological consequences of this maneuver? The claim of providing a respite, or pause, suggests that 
puberty suppression is a benign, non-prejudicial move in the life of a gender dysphoric child. It seems to me that this is extremely misleading. Consider: 
what is the implicit message we give a child when we offer puberty blockers? We are validating the idea that the advent of puberty is a fearsome thing that 
calls for a prophylactic medical intervention. That is the last message I want to send to a gender dysphoric child. Advocates of the use of blockers argue that 
for some gender dysphoric children the onset of puberty with its incontrovertible news as to the sex of the subject, is so traumatic that the child needs such 
an intervention. They are taking the subjective narrative of the dysphoric child literally, and feeding it back to the child as a medicalized truth, reifying it and 
likely exacerbating his or her preoccupation with gender. And what about the social situation of the child who has undergone puberty suppression? Here is a 
child, side-by-side with other children of his or her own age who are showing secondary sex traits and behaving sexually, while he or she is not. To my 
knowledge no one has studied the ramifications of this psycho-social situation, but to me it hardly reads as a respite, with its potential to magnify difference 
and stigma, albeit in a suppressed form. 

Puberty is challenging for all children, and for the child with conflict about gender it may be especially challenging. But it is not intrinsically traumatic 
to any child and I want to communicate to the child that, as with all inexorable developmental phenomena, it is manageable: you can do it, I’ll help. 
Encourage ego strength; don’t amplify fantasized vulnerability and anxiety. The encouragement of puberty blockers as an alleged pause, is ultimately the 
encouragement of hormones and surgery, just not openly. In fact, the clinical articles in Drescher and Byne’s volume (2013), assert that most adolescents 


who undergo puberty suppression do tend to proceed to transition away from their natal sex (Stein, 2013), in contrast to the fact that the large majority of 
gender dysphoric children in general do not (Singh et al., 2021). It would seem that the use of puberty blockers promotes transition. 

You have no doubt noticed that I have gone out of my way to name the procedures that hormonal and surgical transitioning entails. I do this deliberately 
to avoid the obfuscating euphemisms which tend to hamper a clear view of what we are talking about. I recently reviewed a research paper by a group 
employing these procedures wherein, unsatisfied with the term “sex re-assignment surgery,” (what they were literally doing) they insisted on calling their 
procedures “gender-affirming surgery.” Unsurprisingly their research report was as misleading and prejudicial as their terminology. The proliferation of 
euphemisms in this area is noteworthy: mastectomy is “top surgery.” However you may regard the value of these procedures in a cost/benefit analysis, there 
can be no disputing what they are: removing healthy tissue, disabling functional organs, impeding the development and operation of inborn neuro-chemical 
systems and by consequence, tuning previously fertile individuals into sterile, post-surgical, chronically medicated ones. 

Besides the obvious losses, costs and risks of these procedures, there are problems that are less immediately apparent and insufficiently emphasized in 
the literature of those who promote them: the surgeries are not uncomplicated. I am not aware of any tabulation of the frequency of serious complications, 
including fatalities; but I am aware of at least one documented fatality from my incomplete reading of the literature (de Vries et al., 2014). Testosterone is 
associated with significant acne (Braun et al., 2021; Thoreson et al., 2021; Turrion-Merino et al., 2015) and much more ominously, may exacerbate 
preexisting affective illness (Elboga & Sayiner, 2018) (a not uncommon condition in the relevant population), both of which I have observed clinically, 
sometimes with serious consequences; and estrogen administration to genetic males significantly increases their chances of getting breast cancer (de Blok et 
al., 2019). 

What is the other side of this story? Or perhaps a better question would be, what should the other side of this story be? What clinical situation could 
offset the serious downside of surgery and drugs? Surely it could not be that these children simply want these procedures, that they find the anticipated 
results appealing. Children want all sorts of things from time to time that we deny them out of concern for their welfare and we endure their frustration and 
protests. It would have to be that the clinicians who recommend these procedures believe that some children need them. They would have to argue that 
without these procedures, these children are likely doomed to lives of unremitting misery, and that these procedures are known to be the only reliable and 
enduring antidote to that misery. And that is indeed what some clinicians claim. Implicitly, as evidenced by their recommendations, and explicitly. 

‘Well, there is research that is pertinent to the validity of the first half of that claim. We have longitudinal studies of what happens to children who 
complain of gender dysphoria or experience themselves as having a cross-sex identification, and do not receive such interventions. There are five such 
papers. These are Green (1987), Drummond et al. (2008), Singh et al. (2010), Wallien and Cohen-Kettenis (2008), and Zucker (2008), and Singh et al. 
(2021). 

Here is the conclusion of those studies: the great majority of the children, (80% is the summary figure usually given) simply stop having the complaint or 
making the identification by late adolescence, and a large proportion of them become gay and lesbian adults. This giving up of the transgender complaint has 
become known as “desisting” in the literature. Its frequency varies from study to study, but never sinks below a majority (from as much as 96% to as few as 
50%). Let me clarify what “desisting” means, It does not mean that a gender non-conforming child starts to conform, that a little boy, for example, starts 
conforming to male gender norms that he had previously resisted. It does mean that children who previously insisted they were a different gender from what 
their parents saw at birth, no longer make that insistence. The little boy stops insisting that he is in fact a little girl, or that he cannot be happy unless 
something is done to make him one. It means that children who were previously so uncomfortable in their own skins, that they were willing to consider 
exotic medical procedures and drugs, were no longer so uncomfortable. Operationally, they stopped meeting criteria for GID or gender dysphoria. In 
simplest terms: they got better. Gender dysphoria in pre-adolescent children is a condition that ameliorates by itself in most cases if you are just patient. I 
have to tell you that when I read that finding I was taken by surprise, because it was mentioned so infrequently in what I was reading in most of the 
protocols, But what it said did not surprise me at all. Middle school children are among the most unreliable people on earth. They should be. They are going 
through the work of establishing identities, consolidating their values and struggling with burgeoning desiring systems while around them the world is 
judging, pressuring and tempting. Of late this pressuring that children in middle childhood endure, has intensified, due principally to the media revolution: it 
is arguable that the ten year old’s of today have access to a wealth of unmodulated information unimaginable thirty years ago, and this has powerfully 
affected them, cognitively and emotionally. Are they thus in a better or worse position to make life-altering decisions about themselves? Their enhanced 
vocabularies and expanded knowledge bases can be impressive, but also misleading: I recently sat with a sixteen year old whose command of post-modern 
theory startled me, but whose life experience of course remained that of a child. Should he be permitted to make irreversible decisions about his 
reproductive possibilities, among other things? There is no easy answer, but to return to my point here, of course such a person is likely to change his mind 
about many things of which he was recently certain. What is surprising is that some adults could not foresee that these children’s outlandish claims and self 
diagnoses would likely alter and adjust with time. But that many adults failed to anticipate this changeability also does not surprise those of us who have 
worked with transgender kids: the earnest emotionality with which these claims are made, sometimes accompanied by threats and dramatizations, especially 
in the hands of a very intelligent and/or creative child, will move even the most detached adults, not to mention the parents, to a state of very intense 
distress, possibly impairing their usual ability to anticipate. If only we could be patient. But more on that shortly. Certainly for these children, who will 
likely change their minds while still young, surgery and hormone administration cannot be justified. 

But what about the others, those who will persist, who at the age of eighteen will continue to find the body and social expectations into which they were 
born intolerable? Should they not have been given a chance to avail themselves of surgery and hormones? To begin to answer that question permit me to 
offer the following anecdote. A few years ago I attended a presentation by a psychologist who is a prolific contributor to the transgender literature. Her work 
emphasizes what she sees as the particular value of listening to and validating young children’s literal accounts of their experience of gender. At the end of 
her presentation, which stressed interventions that followed the lead of the child with respect to both medical and social gender transitioning, I pressed her 
on the question of how to modify those interventions in light of the fact that most gender dysphoric children are likely to have no significant gender trouble 
by late adolescence. She said you should only promote transition if that is where the child is headed. So I asked her how do we know “where the child is 
headed,” i.e which children will desist and which will persist? Her reply was: “I know.” This bold but uninformative response highlights the very difficult 
truth of the matter. Neither she, nor we, know. There is no way to know. We do not have reliable correlates of future persistence when they would matter the 
most, i.e early on (Singh et al., 2021). I believe this leaves us with my earlier injunction: First, do no harm. 

But wait, just because we can’t know, doesn’t mean we can’t think about it. And we should think about it. Right? We’re clinicians. We are capable, and 
obliged to think of what variables might increase the likelihood of a child desisting. We want the child to desist, right? Well you would certainly think so. 
And that brings us to something very interesting and important: Remember what desisting is: the child becomes comfortable in his or her skin. The child 
stops insisting that he or she is really another gender, or that she or he cannot be happy unless she or he is in the body of another gender. The child is at 
relative peace with the body he or she has. By what logic could the child’s acquisition of peace and comfort not be a desirable outcome? Perhaps if the 
desistance were an unreliable compliance with external pressure, a coerced submission. In this situation the acquisition of peace would be transient and 


misleading. But if you have any direct familiarity with, trans kids, you know how unlikely that scenario is. In my experience,trans kids do not comply. Their 
insistence on self-definition is impressive. So I think we must conclude that desistance, when it happens, is desirable. And therefore, my view is that we 
should think of every, trans aspiring child as a potential desister. I believe this is more accurate than thinking that he or she will need surgery and/or 
hormones. This way of thinking would also have the effect of engendering more optimism and less panic in the parents of any given, trans child. 

But here is the interesting and important part: I have noticed a disturbing pattern in the literature of the clinical groups that employ surgical and hormonal 
interventions. Desistance is touched on almost not at all. In a recent paper (Tishelman et al., 2015) by a group out of Boston Children’s Hospital that calls 
itself “the gender multi-specialty service” their sole reference to desistance is as follows: in the context of noting the absence of evidence-based clinical 
precedent in the field of transgender health generally, they note that some other workers in the field have raised the question of “whether early intervention 
with gender variant youth can encourage desistance, and whether that [encouraging desistance] is an appropriate practice.” | want to repeat that: they are 
asking whether encouraging desistance is appropriate. So their only reference to desistance is not to note its high frequency, nor to explore how it might be 
promoted, but rather to suggest that an intervention that encourages desistance might not be appropriate, that it may be somehow unethical. How can any 
clinician fail to encourage the desisting child? Why would they actively exclude it from their interventions? For certainly the child who is no longer pre- 
occupied with the idea that his or her welfare depends on a non-medical surgery and the ingestion of hormones should be encouraged. He or she has 
overcome an inhibiting and unhappy preoccupation. In fact we clinicians should try to figure out the mechanism through which desistance happens and to 
promote it. Which may turn out to be less mysterious than initially thought. To that I will turn in a moment. 

But first, an additional moment of thought on this erasure of one of the most significant and established data points in the whole transgender story, that 
most, trans kids will get over it. How can this be left out or minimized in the clinical protocols of those who proffer surgery and hormones? Well it is said 
that to someone with a hammer, everything looks like a nail, and perhaps to the physician who just bought a cat scan, everyone’s brain needs examining. Is 
this a case of technology and a new “discipline” (gender medicine) driving theory and practice? I fear that it may well be. Certainly the less invasive, 
technology-free options are given very short shrift by these protocols including that of the Boston group, and without explanation. They certainly cannot say 
that psychotherapy won’t work: they don’t try it. The authors repeatedly make it clear that psychotherapy is offered as an adjunct to medical intervention, 
part of the effort to smooth the path of what they call medical treatment, never as a primary intervention. Indeed, they say that for the child close to puberty 
three to six months of psychotherapy prior to medical intervention (rather short-term) “is recommended,” but (quoting them) that if the child feels a 
compelling sense of urgency, “this can be modified.” They are saying that the child’s increased sense of urgency means less need for psychotherapy. I think 
this is backwards, A child’s sense of urgency is a symptom, not a mandate. That child’s need for psychotherapy is greater, not less. The child’s sense of 
urgency leads to a modification of the need for psychotherapy? Is the child dictating the treatment, or is it that psychotherapy is not seen as treatment at all, 
it is there to promote the real treatments, surgery and hormones? The authors’ opinion is clear, if not clearly stated. Now in my perhaps overheated critique 
of those who are emphasizing hormones, puberty blockers and surgery, it may seem that I am defensively angry at those clinicians (That is what occurred to 
me when I read this over.) Well perhaps I am a bit. But here is my real point and perhaps the source of my anger: do not be intimidated into drinking the 
proffered kool-aid of “gender science.” Psychotherapy has much to offer these children, as it does to all children, (gender dysphoric children are not 
“different”) and it will certainly “do no harm.” 

And now, to create the right mind-set for my discussion of psychotherapy, permit me to suggest a useful thought experiment: what if there were no 
hormones or surgery? After all, not too long ago this was in fact the case. What would the clinical situation for gender dysphoric children look like then? I 
am trying to bring your consciousness to a heightened awareness of the likely role of technology that is in play here, so that you can entertain the following 
speculation: Is it possible that the extraordinary increase in the frequency of youngsters feeling that they are in the wrong body, may have been fostered by 
the spreading awareness that technologies for changing bodies exists? Is it possible that the internet disseminated knowledge that there is a scientifically 
validated path to bodily metamorphosis, has encouraged some young people to claim that path, which they might not have even imagined otherwise? I am 
not suggesting that all gender dysphoria is simply the product of an internet contagion. But we are seeing a veritable explosion of cases, for which we really 
have no explanation. And so what I will insist on as you hear my approach to psychotherapy with these youngsters, is that we appreciate the role of 
contemporary culture in the dynamics of their psychology and their lives and consider how that culture may be distorting their self-narrations. These 
children and adolescents, perhaps more than any generation before them, because of the information revolution, are deeply enmeshed in the changing tropes 
of our culture. To reach them we must keep that fact and the contemporary content of our culture at the forefront of our consciousness. 

So, I am recommending psychotherapy, a decidedly low-tech treatment option. How can we clinicians help children to become comfortable in their own 
skin, children, who, one way or another have become preoccupied with something wrong with their bodies and with their place in the gendered world. I 
confronted this clinical problem under significant pressure: parents, urgently wanted to know what to do with very distressed children, and were themselves 
under intense cultural pressure and inner pressure concerning the welfare of their children, while their children were depressed and anxious, and under 
myriad pressures themselves. All of these would in some way be my patients. Years of psychoanalytic supervision told me I was in a dangerous 
countertransferential situation, the kind of interpersonal situation where the temptation to give answers, to imagine a quick fix, was terribly alive. Help them 
(as you wrote about, as they are expecting) or you are a failure, my thinly veiled superego said to me. At clinical moments like that, experience has taught 
me not to fear depth, but rather to assume a depth approach is what is needed, and that it is the surface that will distract. So I turned to two bodies of depth 
theory for guidance: social constructivism and psychoanalytic theory. Social constructivist theory (offered by the philosopher, Judith Butler, in particular, but 
also by various feminist psychoanalytic writers) tells us that gender is a social psychological construction, a soft assembly, a useful fiction, in the words of 
one writer (Goldner, 1991). Gender is a performance that must vary with the dynamics of the individual and the cultural situation in which a person is 
transiently located. The experience of gender emerges out of a dynamically learned performance, is structured by the actions and consequences of the 
performance, and the performance in turn reacts to the created gender experience, in a continuous balletic feedback loop. The real boy and the real girl do 
not exist, they are ideals: but children (as well as the rest of us) live alternately tormented and rewarded by the shadows of these inflated imagoes, the 
genders. 

Psychoanalytic theory tells us that manifest symptomatology conceals an unspoken story, the true outlines of which are only hinted at, or symbolized by 
the story the patient at first tells — the old iceberg problem. To discover the real story and the conflict it may represent, the psychotherapist must make a 
relationship with the patient, a relationship in which the patient is encouraged to play freely, but mindfully, and the therapist adopts a stance of maximal 
attention and empathy. The ship will be steered by the patient while the therapist will describe what he or she sees on the journey in a spirit of such complete 
acceptance and appreciation that the patient feels safe enough to reveal the story that holds the keys to greater freedom, the unconscious story. 

These two theoretical frameworks — social constructivism and psychoanalysis — mate well with each other; and here is how I put them together to evolve 
a psychological treatment. I began by recognizing that the preoccupation with gender that these children and their parents were manifesting was only that, a 
preoccupation, and often, an obsessional preoccupation, which means that the patient felt compelled to return to it, anticipating intense anxiety if he or she 
didn’t, unconsciously anticipating relief when they did. Gender, an ideational configuration only, was being centralized and reified (with cultural 


cooperation) to function as a defense against other, unspoken dreads. This means that in each case the preoccupation with gender conceals something 
different, something idiosyncratic. There is no common underlying meaning to gender dysphoria. The therapeutic move I had to make was to open a 
space of relatedness outside of gender. In my interactions with patients I would never bring gender up, nor would I talk about it more than absolutely 
necessary. If the patient wanted to talk about gender I would welcome it, listen and respond enough so I didn’t seem to be evasive, but spend very little time 
with it in my own my mind, thinking all the while of what might really be going on for that patient. In addition I actually made an effort to experience the 
patient as having no gender, which I guess really meant trying to effect a kind of gender neutralizing in the way I paid attention. This is, of course, 
impossible, but turns out to be an excellent way of paying better attention to the aspects of a, trans child that he or she is neglecting in his or her 
hypercathexis of gender: intelligence, creativity, unspoken emotions, friendships. I became deeply involved with all the details of each child’s interests -TV 
shows, movies, songs, other kids, etc. Interestingly, the unanticipated material that has come up has at times been marked by a high frequency of body 
preoccupations: a young woman is distressed at the feeling of her breasts tugged by gravity when she lies on her side; another is disturbed by the feel of her 
thighs touching one another while walking; a young woman hates her vagina and feels the face she sees in the mirror does not belong to her. My speculation 
about the role of obsessionality is receiving confirmation: I am repeatedly seeing significant obsessive-compulsive symptoms in these patients, e.g., needing 
to sit perfectly centered on a couch. Parenthetically, it is my impression that greater than once weekly frequency of sessions has been helpful in solidifying 
my empathic connection to these patients. And I would add the importance of never imposing my conversational agenda on the session. The patient says she 
doesn’t want to talk about difficult things today. I say fine, or more likely, I joke about it, My emphasis is not interpretation, though dynamic meanings are 
always on my mind — e.g., I am acutely aware that this girl experiences her mother as needing her to be a girl. But rather I emphasize relating, connecting, 
showing that I don’t need her to be anything. Her every new move makes me happy, which I do not conceal. 

To the parents, with whom I meet when they feel the need, and which I always encourage, I gave the emphatic advice to give intense and plentiful 
attention to their child, but not speak about gender at all. Listen to whatever your child has to say on the subject if they bring it up, be interested, but make 
no contribution of your own and never initiate it. (I am telling them to be like me.) They have found this surprisingly hard to do. I was somewhat surprised 
to learn how preoccupied with gender some of these parents were — wanting to bombard their children with e-mails about the negative effects of surgery and 
hormones, among other things. I would receive late night phone calls begging my permission to send such destructive missives. On the question of pronouns 
and names, my advice was to avoid them as much as possible. There is rarely a need for the noun of address when the child is in the room, and artful 
dodging can elide gendered pronouns more often than you think. I do not favor explicitly agreeing to a, trans child’s requests to modify language and 
naming. Such agreements are usually infested with dishonesty — parents have not really agreed to a name or gender change, they are just succumbing to 
pressure — and the unconscious meanings behind the linguistic surrender are very hard to disentangle. Punting and honesty are usually better. 

In presentations of this sort, where I specifically and strongly argue against a current, controversial practice, I am reluctant to offer much in the way of 
clinical examples: it is too easy to re-call and shape examples to support a given cherished imperative. But shared experience can be valuable, and I have 
been struck by some patterns that have emerged in my almost ten years of experience with transgendered and gender dysphoric youth. So here are some 
observations, not in any particular order: 

A very high proportion of the gender troubled youth with whom I have worked are in families where there is some issue of immigration or national 
identity. In almost every case at least one parent was born outside the US and speaks accented English. Moreover, the significance of ethnic identity figures 
in the family psychology: the way experience in the country of origin has distorted the orientation of the non-American parent or parents, is a theme, though 
not necessarily a source of devaluing. I engage with issues of ethnicity with great eagerness. 

The theme of the uncertainty of future life has emerged prominently for many of these kids. They tend to be acutely aware of the troubled condition of 
our planet and our nation. In some cases this is associated with a denial of the future, the child who lives obsessively in the present and will not plan, the 
obsessive video gamer, for example; in other cases a depressive, but not unproductive emphasis on the deprivations and injustices that youth in particular, 
are likely to suffer in our troubled world and nation, is pre-occupying. These are politicized kids, educated through the internet and deeply engaged with the 
social questions of our time. Now it is certainly true that this sort of anxiety is present for many adolescents, not just for those who are gender dysphoric. 
But I believe that what I am observing is that often the, trans experience functions, in part for some kids, as a personalization of their perception of the 
political situation. It makes their participation as political actors more real, urgent and validated. Once again, J jump into discussing politics with both feet, 
sharing my views and eagerly asking for the details of their thinking. 

A final clinical note: The complaint of gender dysphoria, and the claim of transgender identity, are vivid, graphic and captivating. Because of this, they 
(the complaint and the claim) can function to conceal what might otherwise be obvious. Parents and clinicians alike can be distracted and misled when they 
are present. So: In a significant number of cases where young people were brought to me with gender as the only designated problem, other, more serious 
psychiatric conditions were present and not mentioned by any of the parties involved — previous clinicians, school officials, parents or the child in question. 
I do not have to tell you how calamitous the consequences of ignoring an incipient schizophrenia or affective disorder can be. I have seen both tragic errors, 
including a case where a young woman succeeded in persuading a surgeon to perform a mastectomy while she was in a manic state, and a case where a 
fatally suicidal youth persuaded a divorced parent that he would be alright so long as his chosen gender was affirmed. Much has been made of the frequency 
of suicidality among transgender youth as part of an effort to advance nondiscriminatory practices, an obviously valid concern, but also as part of efforts to 
justify surgical and hormonal transitioning. The argument in the latter case is that transgender individuals may be driven to suicide if they are denied these 
options. This is an especially pernicious and dangerous line of reasoning. If I am right in my observation that a fair amount of severe psychopathology may 
be hidden behind a presentation of gender trouble, that might explain some of the increased suicidality seen in transgender youth. The solution is not to 
therefore hasten the provision of surgery and hormones, but rather to examine gender dysphoric youth more carefully for the psychopathologies that are 
known correlates of suicide: schizophrenia and affective illness. I offer this last note in part because of how deeply shaken I was by the two examples I 
referenced: terrible outcomes that I could not help but imagine could have been averted; but also because of how frequently I am encountering clinicians, 
who, confronted with a transgendered or gender dysphoric child and their freaked out family, start to doubt themselves, lose track of their established tools 
of empathic, psychodynamically informed listening and reasoning, and imagine themselves to be in terra incognita where the usual rules of safety and value 
no longer apply and extraordinary measures must be taken. I am here to tell you that the psychotherapeutic relationship is still the safest and best of methods 
even with these seemingly unusual children. The times indeed are a’changin.’ But humans, not so much. 
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